A 34-year-old woman presented with an 8-month standing eruption disseminated on the trunk and anterior upper limbs.
The clinical recognition of DD is often troublesome, since the disease is characterized by polymorphic and rather unspecific cutaneous manifestations [1, 2] . As highlighted by our cases, clinical examination usually reveals lesions at different progression stages, ranging from light pink papules that do not fade with pressure to necrotic papules surrounded by erythema and whitish scars [1] [2] [3] . A delayed diagnosis might significantly deteriorate the patient's prognosis, since DD is a potentially fatal obliterative arteritis syndrome with an unpredictable physical course. Specifically, in some affected patients the disease remains restricted to the skin and follows a long benign course, while others die due to fulminating peritonitis or cerebral infractions within the first few years [3, 4] .
Effectively, the diagnosis of DD should always be followed by monitoring for systemic involvement, and treatment should be adjusted accordingly [3, 4] . In our patients, laboratory, imaging and endoscopic examinations did not reveal any signs of systemic involvement. In the first patient, a treatment with 100 mg of aspirin daily was initiated, followed by remission of the lesions and no relapse during a 4-year follow up. The second patient was already under anticoagulant medication because of heart failure, and no additional treatment was initiated.
Dermoscopy has been shown to enhance the recognition of several inflammatory skin diseases, especially when the macroscopic morphology is not typical enough to allow a clinical diagnosis [5] [6] [7] . A dermoscopic "crown of thorns," consisting of linear and hairpin vessels surrounding a central scar, has been previously described in DD [8] [9] [10] 
